and found that early barriers are typically physical in nature, and that by 10 months after injury, social factors gain greater significance. They concluded that nearly 28% of burn survivors never return to any form of employment. 8 Within the burn literature, factors associated with RTW have varied. Unemployment following injury tends to be associated with greater injury severity, [9] [10] [11] [12] [13] [14] longer length of hospitalization, 3, 6, 7, [14] [15] [16] greater number of surgical procedures, 3, 14, 17 older age, 12, 16, 18 preexisting psychiatric illness and other psychosocial factors, 7, 11, 19 and unemployment before injury. 12, 13, 16, 20 Of these, preinjury employment status may be the most important 3, 12 with Wrigley et al 20 concluding that a person who is employed at the time of injury is 171 times more likely to RTW than one who was not employed before injury.
In 1996, Saffle and colleagues 3 reported that burn-injured patients with private health insurance were more likely to resume work than those covered by Medicaid. Wrigley et al 20 reported that receiving Workers' compensation was one of the four variables associated with successful RTW by 12 months after burn. Conversely, in an Australian study of outcomes after major trauma (burn injuries were not reported as a cause of injury), the proportion of those covered under Workers' compensation who returned to work was lower than those under Medicare or private insurance. 21 Similarly, in a U.S. study of patients with traumatic spine fractures, Workers' compensation was a negative employment predictor. 22 Other factors associated with the length of time before RTW-often referred to as "time off work or time away from work"-include longer hospitalizations, 12, 16, 20 larger TBSA burn size, 10 burn injuries to the hands 10, 16 and to the trunk, 16 lack of an individualized rehabilitation plan, and limited psychological support. 23, 24 Mason and colleagues 8 have called for "increased attention to interventions designed to assist survivors' ability to function in an employed capacity." Others have voiced the need for greater vocational counseling 14, 19 and prompt referrals for vocational rehabilitation (VR) services for those at risk for prolonged unemployment 7 as part of a comprehensive approach to burn rehabilitation. Despite these recommendations, we believe that few U.S. burn centers have dedicated vocational counselors or other professionals who focus on assisting burn survivors in returning to work. 25 This study seeks to evaluate work-related outcomes following implementation of interventions aimed at assisting burn-injured workers in returning to work. In conjunction with a VR program instituted in Washington State, the University of Washington (UW) Medicine Regional Burn Center outpatient clinic personnel provide interventions aimed at returning the injured worker back to employment within 90 days from claim receipt at Labor and Industries (L&I). Ninety days was chosen by Washington State Labor and Industries (Workers' compensation program) based on research that "workers who do not return to work within the first 90 days are unlikely ever to return to meaningful employment."
26 These interventions include patient/family/employer education focused on recovery, employer contact by the VR counselor, recommendations for work accommodations, provision of employee status letters, and Activity Prescription Forms (APFs).
The 
METHODS

Study Participants
Study participants included burn survivors who met the following criteria:
• Sustained an occupation-related burn injury Center VR counselor during their outpatient recovery period for an acute burn injury
Design and Setting
After approval for this study by the UW institutional review board, patients treated at the UW Medicine Regional Burn Center (Seattle, WA) and meeting study entry criteria were identified. The medical records for these individuals were reviewed for patient characteristics, burn injury specifics (extent and body location of injury, injury etiology, inhalation injury, surgical interventions, acute care length of stay, and need for inpatient From these data, the numbers of days from injury until the first RTW date and return to full-duty date were calculated.
Vocational Services
Detailed information concerning burn center and referral vocational services (VR) included the following:
• Provision of an employer letter • Provision of the APF (Figure 1) • Number of burn center VR counselor employer contacts (includes both telephone and fax communications) • Referral for work hardening/work conditioning programs
Interventions Provided
Interventions provided under the COHE program include patient/family education, employer education, physician recommendations for work accommodations, and information concerning the injured employee's health status with provision of an individualized APF. At the UW Medicine Regional Burn Center, education concerning RTW is the responsibility of all team members to include the VR counselor. Our burn team prefers to focus our patient and family education on recovery rather than on disability. Although understanding one's rights as an injured worker is critical, not all burn injuries result in either partial or permanent disability. We encourage the patient to be an active participant in this process and provide the following recommendations to all of our working-age adults with preinjury employment:
• Stay in touch with your employer and express your interest in getting back to work during your recovery.
• Build your stamina and strength while at home-this may include doing tasks around the house or for those with injuries to the feet or lower legs, wearing work boots or shoes to improve comfort, and increase wear time.
• Provide your employer with a timeframe for when you may be able to RTW. • If you are not able to return to your job for a while, talk to your employer about jobs that may be available that include limited or lightduty tasks.
• Follow through with all treatment recommendations and outpatient clinic visits-success with getting back to work requires your active participation.
• For those covered under Workers' compensation, monitor your L&I claim status. Information about a claim can be obtained online using a user-specific ID and password. Respond to all L&I correspondence to avoid premature closure of your claim.
Helping the injured worker understand their rights and the Workers' compensation claims process is the responsibility of the burn center VR counselor.
Patients covered under L&I's Washington State Fund receive the Workers' Compensation Benefits:
A guide for injured workers brochure. 28 This document includes helpful information defining Workers' compensation and the benefits for job-related injuries, how to access one's claim, employability assessments, time-loss compensation (wage-replacement benefits), and getting back to work. Patients also receive the Employment after Burn Injury fact sheet (http://www.msktc.org/burn/factsheets/Employment-After-Burn-Injury). This fact sheet, written by investigators from the Burn Model System research team, provides consumer-tested information concerning one's readiness to RTW after a burn injury, common workplace accommodations, VR, jobrelated injury, and disability information. This fact sheet is free and available online in both English and Spanish. Finally, the VR counselor provides individualized education at each clinic visit.
In communications with the employer, the VR counselor provides information regarding the worker's current health status, RTW potential with timeframe, need for workplace accommodations, and the next clinic appointment date. This information is provided by either telephone or fax communications as part of the COHE intervention bundle. However, we have found that identifying the appropriate employer representative with whom to discuss the injured worker's status is often challenging.
We begin by asking the patient "who" to speak with about returning to their job. For larger companies, the human resource department is a good place to start. For patients returning to either manufacturing or factory positions, the safety officer is a good contact. For smaller companies without these resources, the owner is often the best contact.
APFs are completed by the clinician and include individualized treatment plan recommendations, work status estimates, past employer contacts, patient and employer instructions, and information for the L&I case manager. The APF is completed during in-person outpatient clinic visits and faxed to the employer. Typically, up to six APFs are completed in the first 12 weeks of a new claim.
The workers' compensation case manager is also kept informed. Beginning with the initial evaluation, all provider clinic notes, COHE notes, and APF documents are faxed to them. For some cases, a nurse case manager may be present during a patient's outpatient clinic appointment.
Statistical Analysis
Descriptive statistics were used to characterize this cohort of injured workers. For the comparison between groups (those that did and did not RTW after injury), we used StataCorp. 2013 (Stata Statistical Software: Release 13; StataCorp LP, College Station, TX). These data are not normally distributed, thus nonparametric tests were used. For categorical comparisons (presence of hand or feet burns, sex, injury etiology, preemployment groups), Fisher's exact test and χ 2 tests were used to determine a significant difference, depending on the "n" in each category. For continuous variables (age, % TBSA burn injury, % TBSA autograft, number of operative procedures), Wilcoxon's and Mann-Whitney tests were used. Significance was set at .05.
RESULTS
A total of 338 individuals met study entry criteria. Table 1 provides patient and injury characteristics for all participants and separates those that did (n = 316; 93.5%) and did not (n = 22; 6.5%) RTW. One individual was lost to follow-up after one outpatient clinic appointment and was included in the "did not RTW" group. The study population is 84% men and averaged 36 years at time of injury (SD 12.4 years). All were employed when the injury occurred and all injuries occurred on-the-job. Based on the Occupational Outlook Handbook (U.S.
Department of Labor Bureau of Labor Statistics) categorization of occupations, 29 nearly half are in service occupations (49.7%), which include food and beverage preparation, healthcare, and protective services. Just over one third of the sample is in the construction trades (35.8%), which include electricians, roofers, metal workers, and plumbers. Scalds (23.1%) were the most common type of burn injury sustained followed by grease (19.8%) and flame (17.5%) injuries. Electrical burns affected 7.7% of the sample and were only sustained by men. Figure 1 illustrates the etiology of injury based on the occupational categorization and highlights those etiologies with a greater prevalence for each of the four categories. The average percent TBSA burn was 3.5% (SD, 4.9%; median 1.5%) with 16% requiring at least one operative procedure to heal their burn wounds. On average, this group stayed just over 3 days in the hospital (median, 1 day; range, 0-55 days). More than 93% returned to work after injury with an average of 24 days (median, 18 days) from injury to the first day for RTW. From injury until RTW to full duty, on average, 30 days (median, 20 days) were required. In comparing those that did and did not RTW (Table 1) , several demographic and injury characteristics are statistically different, but only a few are clinically relevant. For the 22 individuals who did not RTW (6.5%), all were men, slightly older (mean of 43 vs 36 years), and predominately from the construction trades (eg, commercial plumbers, electricians, roofer, mechanic). Eight of the 22 individuals (36%) sustained an electrical injury, but only three were electricians. Those not returning to work were hospitalized for longer periods, often required surgery for wound closure, and a greater proportion demonstrated active range of motion deficits at their first outpatient clinic visit. The requirement for an interpreter did not meet statistical significance for whether one returned to work or not.
All 338 individuals were seen and evaluated by the burn center VR counselor during their outpatient recovery period. All participants received employer status letters and APF, both of which are faxed to the employer at the time of the worker's outpatient clinic visit. A copy of an APF is reproduced in Figure 2 and can be accessed at http://www.lni.wa.gov/forms/ pdf/F242-385-000.pdf.
Based on burn center surgeon recommendations, 31% received some type of workplace accommodation and are listed in Table 2 . Nearly three quarters received approval to RTW with specific limitations (45.3%) or with a modified work schedule (31.1%).
DISCUSSION
Within this study, a high percentage (93.5%) returned to work despite being injured on the job, a potential predictor of unemployment during the first year after burn. 7 We agree with other investigators that for some individuals, returning to where they were injured and to jobs where they must perform tasks they did when injured may be difficult. 30 This may be irrespective of their injury size (ie, TBSA burn extent) or severity of injury. As a group, this cohort (n = 338) sustained relatively small burns (mean, 3.5%; median, 1.5% TBSA). The literature has limited reports concerning the effect of smaller burns on health status after injury. Shakespeare in 1998 investigated the effect of smaller burn injuries on patients' physical and psychological health. She determined that the greatest effect was on psychological well-being, citing anxiety and trauma-related stress. 31 Tedstone suggests that the small size of the burn may distract from the possibility that a patient has been traumatized and could be experiencing significant emotional distress. They recommend that healthcare providers be aware of this potential and be able to recognize patients who have significant psychosocial problems so that interventions can be offered. 32 We believe it is important to identify those at risk for unsuccessful RTW, even in patients with seemingly minor injuries. Findings from this review provide preliminary data for those with small TBSA burn size. We found that men from the construction trades who required inpatient care and surgery to heal their wounds and who present with limited active range of motion early in their outpatient follow-up were more likely to not RTW, and thus may be at risk for unsuccessful work re-integration. Additional study is required to better understand this at-risk group. We believe future studies for work reintegration following injury include preinjury employment history (time within same job and same employer), satisfaction with preinjury employment (0-10 satisfaction numerical rating scale), preinjury function/responsibilities, and primary job tasks to include a measure of physical functioning.
Given that an objective of the Washington State COHE program is to return the injured worker back to work within 90 days of receipt of their Labor and Industry insurance claim, we reviewed all records for the time required to return to either limited or full duty. Of the 316 individuals who returned to work, only four (1.3%) required more than 90 days to RTW. We consider this outcome finding additional evidence that this intervention bundle is helpful in meeting this COHE objective.
Most health insurance is employment-based with the amount of time off work, a critical factor for both the insurer and the insured (patient) and their family. In this study, we found the mean time off work to be 24 days. This is a calculated total number of days based on injury and RTW dates, and thus does not necessarily represent the number of days for missed work which is not known given the limitations of our database and study design. In comparison to previous studies for time off work that have reported 11 to 51 weeks, 3, 11, 24, 33 the mean for this study cohort of 24 days (3.4 weeks) is considerably less. This outcome is consistent with a report of occupationrelated burns in which those treated as outpatients returned to work on average 18.4 days from injury and for those requiring inpatient care, 58.7 days (8.4 weeks). 34 However, because the mean value can be misleading because of outliers (ie, those with exceptionally long periods for time off work), we have also reported the median of 18 days from injury to the first RTW date for this cohort. Future RTW studies should report both the mean and median days from injury to the first and full-duty RTW dates. Table 2 outlines the workplace accommodations provided for this group of injured workers. Typically, accommodations fall into one of several categories: light-duty limitations, modified work scheduling, office duty only, and work limitations. In our sample, just over 31% were provided workplace accommodations. The majority of these were given specific limitations to their work tasks (eg, no food handling for a cook or barista). Table 3 details each of these accommodation categories and includes helpful information for their general use. We suggest that future RTW studies include specific work accommodations provided with both the first date of RTW and date of full-duty RTW noted. 
Study Strengths and Limitations
This is the first report of burn-injured workers who received care under the COHE program at the UW Medicine Regional Burn Center. However, given that there is no comparison group, we cannot confirm a direct cause and effect to postburn work outcomes. Additionally, this group of injured workers only represents those covered by L&I Workers' Compensation insurance in Washington state; employers who self-insure within the state are not represented in this study population. Data concerning the employee's length of employment before injury and satisfaction with their job were not included but may have significant effect on RTW. In any future studies on postburn work, we suggest including these preinjury job-related variables.
CONCLUSIONS
In an intervention bundle involving the patient, employer, Workers' compensation services, and the burn center outpatient clinic, injured workers achieved a high rate of RTW (93.5%). Although we cannot correlate individual bundle components to outcome, we postulate that the combination of employer/employee engagement and flexibility (ie, modified duties)-to include the contributions of a dedicated professional-contributed to the success of this program. Use of similar VR interventions may aid clinicians in assisting working-age burn survivors in their efforts to return to gainful employment. These strategies are particularly relevant to those survivors with occupation-related injuries but may also be helpful to any survivor who was employed before injury. 
